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Double-site intussusceptions are very rare in children, and only a few have been 
reported. Here, we report a 17-month-old boy with double intussusceptions, whose 
clinical manifestations were painless hematochezia and anemia. Ultrasonography 
demonstrated an edematous, dilated bowel and two target lesions, suggesting mul-
tiple sites of intussusception. At surgery, intussusceptions were found in the 
ileoileal and ileocolic segments of the intestine. The cecum and proximal ascend-
ing colon were resected because of a gangrenous ileocolic intussusception. The 
ileoileal intussusception was reduced manually. Postoperatively, the patient was 
stable with no subsequent intestinal obstruction or hemorrhage.
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Intussusception is the most common cause of in-
testinal obstruction in children between 3 months 
and 6 years of age. The majority of pediatric cases 
are ileocolic intussusceptions.1 Only seven pedia-
tric cases with double intussusceptions have been 
reported.2−8
Here, we report the case of a young boy with 
con current ileoileal and ileocolic intussusceptions. 
He presented with painless hematochezia and ane-
mia. To our knowledge, double-site intussusception 
in pediatric cases generally presents as abdominal 
pain (irritability and crying) or vomiting. Presen-
tation with painless hematochezia, as in our case, 
has never been reported.
2.  Case Report
A 17-month-old boy presented with multiple epi-
sodes of hematochezia in the previous 24 hours. 
Based on his parents’ statement, there was no ir-
ritability, crying, vomiting or fever before or during 
this episode. He was brought to a local hospital for 
help, where laboratory analysis revealed a hemo-
globin level of 83 g/L. The patient was transferred 
to our emergency room for further evaluation and 
possible emergency surgery.
Upon admission, the child was pale and ill-
looking. The vital signs revealed hypotension (68/
36 mmHg), tachypnea (40 breaths/minute) and tach-
ycardia (158 beats/minute). His conscious status 
showed lethargy. The abdomen was distended, with 
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hypoactive bowel sounds, diffuse tenderness and 
rebounding pain in the right abdomen. The re-
mainder of the examination was unremarkable. 
After fluid challenge, the patient was immediately 
transferred to the pediatric intensive care unit for 
critical care. The urine amount of the patient grad-
ually increased after 8 hours (120 mL in the initial 
8 hours, and 310 mL in the later 8 hours).
The patient’s hemoglobin level was low, at 81 g/L, 
whereas his white blood cell count and serum elec-
trolytes were normal. An abdominal radiograph 
showed little air in the abdomen, except for a col-
lection of air in the right middle quadrant (Figure 1). 
Abdominal ultrasonography (US) revealed multiple 
standstill, edematous, dilated and collapsed bowels, 
two separate target lesions visualized in the right 
middle quadrant (Figure 2A) and paraumbilical region 
Figure 1 Abdominal X-ray shows sparse air in the abdo-
men and a marked air collection in right middle quadrant; 
no rectal air is visualized.
A B
Figure 2 Ultrasonography (US) shows two individual intussusceptions visualized in (A) the right quadrant (black 
arrow: intussuscepient; white arrow: intussusceptum) and (B) the paraumbilical area (black arrow: target sign) of the 
abdomen with multiple edematous, collapsed bowels (white arrows).
(Figure 2B), and ascites in the right pelvic floor. 
The dilated bowel showed fluid-filled with to and 
fro appearance indicating ileus. The US features 
suggested multiple-site intussusceptions compli-
cated by peritonitis. The patient underwent emer-
gency surgery after adequate hydration and blood 
transfusion. During surgery, edematous and dilated 
small bowel loops with two intussusceptions were 
found, one located at the ileocolic junction (ileocolic 
type) and the second located in the ileum (ileoileal 
type), 100 cm proximal to the ileocolic intussuscep-
tion. The affected bowel segments in the ileocolic 
intussusception were severely gangrenous (Figure 
3A); whereas the affected segment in the ileoileal 
intussusception was not gangrenous (Figure 3B). The 
surgical procedures included a milking reduction of 
the ileoileal intussusception, and resection of ileo-
colic gangrenous bowel with end to end anastomosis 
for the ileocolic intussusception. There was turbid 
ascites (around 50 mL) on the right pelvic floor. No as-
sociated pathologic leading point, such as a Meckel’s 
diverticulum, intestinal duplication, or polyp, was 
found. The cecum, proximal ascending colon (10 cm), 
and appendix were resected, and all revealed he-
morrhage and necrosis on pathology. The ileoileal 
intussusception was reduced manually.
Postoperatively, the patient was stable, with 
no hematochezia or bloody stool. He began to eat 
3 days after the operation, and no intestinal obstruc-
tion or hemorrhage was observed in the subsequent 
3 months.
3.  Discussion
A double-site intussusception with no leading points 
or congenital anomalies constitutes a relatively 
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uncommon situation; four of the seven reported 
pediatric cases had pathological leading points, in-
cluding congenital intestinal anomalies in two pa-
tients. Although intussusception has been reported 
in pediatric patients with intestinal polyposis,9 the 
reported cases were nearly all adults.10,11 Patho-
logical entities that may predispose a child to small 
bowel intussusception include infection, viral illness 
polyps, lymphoma, vasculitis, Meckel’s diverticulum, 
intestinal duplication, cystic fibrosis, intramural he-
matoma and foreign body. None occurred in our 
patient. However, small bowel intussusceptions may 
also occur without a recognizable pathological lead-
ing point.12,13
The classic triad of colicky abdominal pain, a pal-
pable abdominal mass, and red currant jelly stools 
is present in less than half of children with intus-
susception. The presenting symptoms of patients 
with ileocolic intussusception are usually abdominal 
pain or vomiting,14 and the symptoms of small bowel 
intussusception generally do not differ from those 
of ileocolic intussusception.14,15
Plain radiographs of the abdomen are less sen-
sitive and less specific than ultrasonography in the 
diagnosis of intussusception. The typical radiological 
findings of pediatric intussusception include a round 
soft tissue mass in the right upper quadrant, and a 
soft tissue density projecting into the gas of the large 
bowel (i.e., the crescent sign).16 In retrospective 
review, the radiological manifestations of our patient 
demonstrated a suspect crescent sign and mass-
like lesion in right quadrant of abdomen which could 
be compatible with those typical radiological findings 
of ileocolic intussusception. Ultrasonography helped 
to differentiate the small bowel intussusception 
from the typical ileocolic intussusception. In ileocolic 
intussusception, ultrasonography usually reveals a 
doughnut-like lesion in the right upper quadrant of 
the abdomen, whereas a small bowel intussusception 
is suspected upon visualizing a target lesion in 
atypical locations.17−19 Tiao et al17 stated that the 
ultrasonography features of small bowel intussus-
ception consisted of a doughnut-like lesion in the 
left abdomen or paraumbilical region. In our case, 
gangrenous bowel could be predicted due to clinical 
shock and a suspected peritonitis based on ultra-
sonographic findings of standstill edematous bowels 
with turbid ascites. We inferred from the early pres-
entation of hematochezia that the ileocolic intus-
susception was relatively tight; the occurrence of 
bowel gangrene in our patient may due to the pro-
gressed shock which worsened the intestinal ischemia 
and tightened the intussusception.
Indications for surgical treatment in intussus-
ception include clinical signs of shock, peritonitis, 
intestinal perforation, reduction failure and evidence 
or high suspicion of pathologic lead point.16,20 
Nevertheless, there remains a group of patients 
with small bowel intussusception with ischemic 
symptoms or pathologic lead points in whom surgical 
intervention is essential.21 Delayed diagnosis and 
surgical treatment in symptomatic pediatric patients 
with small bowel intussusception is common, leading 
to a high rate of intestinal necrosis or perforation. 
Surgical intervention was chosen in our patient be-
cause of clinical signs of shock, peritonitis, multiple 
episodes of hematochezia, and multiple-site intus-
susceptions observed upon ultrasonography.
Concurrent ileoileal and ileocolic intussusception 
as in our case has never been reported to our knowl-
edge. The locations of intussusceptions in previous 
pediatric double-site intussusceptions included the 
following: (1) double ileo-vitelline duct, (2) jeju-
nojejunal and ileocolic, (3) double ileoileal, (4) ile-
ocolic and ileocecal-colic, (5) ileocolic and colocolic, 
and (6) double colocolic. Manual reduction was suc-
cessfully performed in most cases, except one re-
ceived surgical resection of gangrenous small bowel.
Our experience demonstrates that the rare en-
tity of double-site intussusceptions may present as 
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Figure 3 At operation, two individual intussusceptions are visualized. (A) The affected bowel segment in the cecum (ile-
ocolic intussusception) shows gangrene. (B) The affected bowel segment shows nongangrene in the ileoileal intussusception.
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painless bleeding in pediatric patients. We recom-
mend using ultrasonography to evaluate the whole 
abdomen in all cases of intussusception for con-
current intussusception.
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